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found elevated plasma l1-OHCS in depressed subjects as compared with controls at all three sampling times. Bridges and Jones (1966) , who also observed plasma 1l-OHCS levels over 24 hours, reported lower values in the depressed patients as compared with controls at two out of their three sampling times. Knapp et al. (1967) took a series of seven samples from a group of depressed patients at four-hourly intervals beginning at 08.00 hours, and found significantly elevated l1-OHCS levels at 04.00
hours. Conroy et al. (1968) reported higher mean values in a group of five affective psychotics as compared with two other groups of psychotic patients in samples taken at approximately 15.00, 22.00. 07.00, 10.00, and 15.00 hours.
The present results provide further evidence that plasma corticosteroid values tend to be raised in depressive illness and, because serial samples were taken, it may be seen that this rise may be present throughout the 24 hours, but is perhaps (see Fig. 1 ) more readily observed in late evening or night samples and may even be obscured in morning blood samples. It also appears that the phase or timing of the circadian rhythm of the plasma corticosteroids may be upset in some depressed patients. In this respect it is interesting to note that Doig et al. (1966) , who measured plasma 1l-OHCS values at 24.00, 03.00, and 06.00 hours, recorded peak levels at 03.00 hours in 7 out of 10 depressed patients studied, and that on recovery five out of the six cases they were able to re-examine showed a shift in peak values to 06.00 hours. None the less, a circadian rhythm of corticosteroid secretion persists even in the acutely depressed state, as is well shown in the case depicted in Fig. 2 ; and in another study we did not note any evidence of phase-shifting in samples taken at about 22.00 and 07.00 hours (Conroy et al., 1968) . The tendency for plasma 11-OHCS levels to fall on clinical recovery (Gibbons and McHugh, 1962; Bridges and Jones, 1966; Hullin et al., 1967) is also illustrated in this patient. Here again this might not have been so clearly evident had serial samples not been taken.
Little work seems to have been done on plasma 11-OHCS levels in schizophrenia. Sachar et al. (1963) have, however, reported marked rises in urinary 17-hydroxycorticosteroids during acute schizophrenic reactions. The night and early morning pattern of plasma 1 1-OHCS in our schizophrenic subgroup may almost be described as supernormal, with a fall to zero levels in four out of five patients at 02.00 hours followed by a very sharp rise to high values at 06.00 hours.
The most remarkable finding is the close similarity of the plasma corticosteroid rhythm to that observed in healthy subjects, even in patients with gross psychiatric abnormality, and, most notably, in one who was continuously stuporous.
Introduction
In this hospital it is usual to prescribe penicillin for the antibiotic treatment of Table II shows the number of infections from which swabs were examined and the number from which staphylococci were isolated. Table III shows the results obtained with each drug; it will be seen that they did not differ to any significant extent. The half infected with penicillin-resistant staphylococci appeared to do no worse than those infected with sensitive strains. Patients were questioned about any side-effects of treatment. There were few, except for looseness of the bowels. Of those receiving phenoxymethylpenicillin 8 % complained of this upset, and of those having phenethicillin 13%. It was a common complaint with lincomycin: 49% of the patients suffered from it, and in three it became so severe that treatment was stopped. Phenethicillin produced nausea in 5 % of the patients (twice as often as the other two drugs). It was severe enough to require withdrawal of treatment in two patients.
Staphylococcus aureus was isolated from 333 patients, seen before, during, and after the trial. Of these strains 50% were resistant to penicillin. 1949, 1952, 1955, 1957, and 1960 the percentage of staphylococci resistant to penicillin was 6, 16, 21, 25, and 39 (MacFarlane et al., 1960) . The present figure of 50% shows that the increase is continuing.
We encountered a much higher incidence of diarrhoea in patients receiving lincomycin than the 10-20% described by other workers (Harnecker et al., 1963; Geddes et al., 1964) . It is known that taking a meal shortly before lincomycin can halve the peak serum levels (McCall et al., 1967) . A six-hourly regimen prevents correlation with meals, and it may be that dosage between meals would have ensured better absorption and reduced the incidence of diarrhoea.
The results of this trial and a number of others conducted in this hospital are much alike, but they are all subject to the criticism that none of them included a group of patients from whom antibiotics were withheld. In a previous study of a group of patients with more serious superficial staphylococcal infections (the group of 310 included 80 carbuncles and 63 abscesses) penicillin-resistant staphylococcal infections appeared to respond to treatment with penicillin as well as infections caused by penicillin-sensitive staphylococci (Burn et al., 1957) . This is confirmed by the present series and reinforced by the finding that the response was no different in patients treated with lincomycin, which is active against penicillin-resistant staphylococci. It may be that this is because antibiotic treatment does not materially affect the natural course of superficial staphylococcal infection, and a formal trial including an untreated control group may now be justified. An alternative and therapeutically important explanation lies in the finding by Richmond et al. (1964) 
